Cryptosporidium was first identified as a human pathogen in 1976.' Of all the members of this genus of coccidian protozoa, C parvum is believed to be responsible for most cases request, nine where foreign travel is mentioned, 12 only certain age groups, and 16 applying other means of selection-most commonly, stool consistency. Where a specific age policy exists the commonest (four of 12) is less than 5 years, eight using aged less than 16. The age related testing policy applied by certain Scottish laboratories produced, for the period 1986-87, a case age distribution significantly different from that reported by the Public Health Laboratory Service Study Group (/42.49; dfB; p < 0 001) (assuming the underlying population distributions from which the samples were drawn to be similar) which examined all stool samples submitted to 16 laboratories for a range of enteric micro-organisms over the broadly comparable period (table 3).6 The most frequent "other" criterion applied is based on the consistency of the stool sample submitted-either non-solid, or watery, or liquid samples being examined.
Twelve laboratories had recently modified their testing regimens with five now examining all stools, three widening their inclusion criteria, two altering their testing methods and one changing from universal testing to specific age groups. Two laboratories do not routinely report all diagnosed cases of cryptosporidiosis to CD[S]U.
The phenol-auramine staining procedure is used by 19 (54%) laboratories, six of which then proceed to modified Ziehl-Neelsen (M Z-N) staining. Fourteen (40%) use the M Z-N method, one then using confirmatory monoclonal immunofluorescence and another phenol-auramine staining. Two sites did not supply sufficient details to categorise their techniques. Discussion This study illustrates the caution that must be exercised when interpreting laboratory reporting data. The total numbers of reports of Cryptosporidium reported from Scottish laboratories increased each year (during 1989 there was one possibly water related outbreak plus a large peak of cases related in time but not in geography), but this can be partially explained by expansion in the number of laboratories examining for, and hence the population at risk of being tested for, the parasite. Interestingly, England and Wales also noted an increase in 1989. 3 Unfortunately not enough of the laboratories were able to supply records of total numbers of faecal samples examined for Cryptosporidium to allow further inquiry to be made to elucidate whether these increasing rates demonstrate a true trend in incidence of human infection with this parasite. Current selection criteria applied in Scotland for the examination of diagnostic stool specimens for Cryptosporidium spp do not seem to agree with epidemiological evidence, as demonstrated by the PHLS Study Group.6 Under policies which applied in 1986-87, 55% of cases were identified in children aged less than 5 years, with a further 20% in those between 5 and 14 while the Study Group found 59% of cases in under 14 year olds. The Scottish age distribution is skewed by a third of laboratories applying an age based criterion. The PHLS survey was a prospective investigation looking at all ages with a standardised methodology; this present study was retrospective and unstandardised, of laboratories using variable selection criteria and methodology. Evidence from outbreaks of cryptosporidiosis suggest that waterborne incidents tend to be associated with a higher number of adult cases than occur in the typical widespread gastroenteritis affecting persons of all ages. The current Scottish laboratory practice, where 34% of all laboratories base their specimen selection for routine examination of stools for Cryptosporidium on an age cutoff which excludes adults, may mean that adult initial primary cases in a waterborne outbreak would be missed.
There is no published evidence to support basing selection of specimens for testing on stool consistency.7 In the initial clinical stages there may be watery, green or clear, profuse and offensive diarrhoea, with frequency varying from two to 20 motions per day. Subsequently frequent and intermittent looseness may persist for up to a further four weeks. During the infection the number of oocysts excreted may fluctuate with some formed and semi-formed stools containing many oocysts while fluid stools may only have a few. Excretion may continue for prolonged periods in some cases. Determination of risk factors is also difficult, even assuming sufficient information is entered on laboratory request forms. The PHLS Group found that 23% of their cases reported farm animal contact and a further 26% indicated the possibility of person to person spread; the remainder were of unknown source.6 There was an association with foreign travel in 12% of infections.
Various methods have been described for the detection and identification of oocysts in stool samples. In the mid-1980s studies showed that modified acid-fast staining was the most useful method available. 
